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(III) Admiral W. E. R. M. Aged 49 years 10 months. 1917: March 12. Operation. Voice had been failing for one and half years. All right cord immobile and, with exception of small area in front of vocal process, replaced by an irregular, rough, whitish, cauliflower infiltration, with marked subglottic extension. No biopsy. Ala found eroded on inner surface and removed.
Pathologist reported typical squamous epithelioma. No cancer cells in cartilage, which was probably eroded in advance of the actual extension of growth. "But," he concluded, " this is an advanced growth. It is doubtful if excision is complete and I should regard the prognosis as bad." Mr. Colledge grades malignancy as Group I (Broders). 1935 : October (eighteen years after). Patient is now aged 68. He was shown before the Section on March 1, 1918 (Proceedings, 1918,11, Sect. Laryng., 126) . His health has been excellent; he leads a full, active life and is able to make' speeches in the open air. All these cases have been shown before, but they bring out a few points, as the patients are alive and active so many years after the operation.
One point is the difference between the picture seen in the mirror and that revealed by direct inspection. That difference will continue to cause surprise.
In Case I there was no difficulty in diagnosis; there was a mobile cord, but the growth did not seem suitable for biopsy, as I thought it might not be possible to get away a suitable piece. That was eleven years ago, and since then the value and importance of biopsy have considerably increased. The growth was widely removed, up to the anterior commissure. Posteriorly, more was removed than had been intended, as the patient gave a sudden gulp, and so more of the ary-epiglottic fold than usual was included.
In Case II the patient is a medical man. The cord was mobile and there was no biopsy. A good margin of healthy tissue was evident in the removed mass.
In the third case, the patient had been husky for eighteen months, and though there was a suggestion of invasion of the subglottic region all that was visible in the mirror was the upper edge. On exposure it was found to be a large subglottic growth of typical character. The pathologist reported: " This is an advanced growth. It is doubtful if excision is complete and I should regard the prognosis as bad." Eighteen years ago there was no Broders' classification. Mr. Colledge has since looked at the slide and says that he would place it in Group I. It is partly because of that fact that this patient was alive after eighteen years. The growth had even reached the thyroid cartilage, but the pathologist could not find cancer cells in the removed ala.
Discu8sion.-A. D. SHARP asked how soon after the operation Sir StClair Thomson encouraged patients to use their voice.
Sir STCLAIR THOMSON said he encouraged the use of the voice a few days after the operation, certainly at the end of a week, in a normal way. Voices were now much better than in the old days when silence was required.for weeks. Transpleural approach. From six to eight inches of the seventh left rib were removed, and the thorax was opened. The cesophagus was exposed and the portion above and below the growth was dissected free. The growth was adherent to the right pleura which was opened and necessitated a positive pressure. On opening the diaphragm, and examining the cardia, one large gland was found at the level of the cardiac sphincter and several smaller along the lesser curvature. A Petz sewing-clamp was put across the stomach a short distance below the cardiac orifice, enabling the stomach to be divided below the single large gland present there, and the stomach closed. The upper part of the cesophagus was then separated by blunt dissection was under the arch of the aorta and as far as could be reached. An incision was made on the left side of the neck and the cesophagus was exposed. It was divided between silk ligatures and the cut ends were cauterized with pure carbolic acid. With one hand in the thorax and the other in the neck wound, the upper part of the cesophagus was completely freed. The cesophagus was extracted by traction on the lower part. The upper cesophageal stump was sutured to the skin and the neck wound was repaired. The ligature occluding the lower end of the upper stump was left long. The opening in the thorax was closed after insertion of an intercostal tube in the lower chest. Air was aspirated from the right pleura and also the left: in the former case by means of an artificial pneumothorax apparatus, and on the left through the tube, which was then clipped off.
Gum saline, 300 c.c., given on the table. Blood, 400 c.c., given three hours later.
Post-operative course.-The left pleura was drained by the water-seal method. The course was uneventful with the exception of a small bilateral effusion of fluid in both bases which cleared up spontaneously. 30.8.35 : Lung expanded well. No oral complications. Wounds of neck and chest-wall healed well. The ligature separated from the stump of the cesophagus in the neck on the thirteenth day and saliva was discharged. Note on diet.-After several days it was found that the patient was only having a diet of 1,020 calories daily, which was insufficient to maintain equilibrium at rest. A diet was therefore evolved by Dr. N. F. Maclagan, giving a total of 2,320 calories, which was later increased, after the patient had got out of bed, to 3,410 calories a day, on which she is gaining weight.
Comment.
-A year ago a patient was shown in whom a successful attempt was made to remove a growth by incision in the neck and in the abdomen, incision of the diaphragm and blunt dissection with the fingers between these two points. The patient shown had had the cesophagus removed, including the cardiac orifice, by the transpleural approach. I believe there is a field for this operation, and one or two successful cases might stimulate those who have opportunities of examining such patients, to advise operation of such a type at an earlier stage. It is a formidable operation, and we shall meet with many cases in which the procedure is impossible, owing to adhesions. In this case spinal anaesthesia was used, I think, for the first time for this operation, although we have been using it for lung operations, and are of opinion that it diminishes the shock. Anwesthesia is obtainable by it up to the third dorsal vertebra, and for neck-operations it is possible to use a minimal amount of gas-and-oxygen. The other advantage of exposure through the pleura is that we can see what we are doing-an important point when the cesophagus is adherent.
A week after the operation the patient was still losing weight. Most of us leave the gastrostomy patient to be fed by the ward-sister as best she can and the importance of adequate feeding after gastrostomy is not usually realized. In this case the amount of calories that were being given amounted to only about half the requirements at rest.
Discussion.-W. STIRK ADAAIs asked what tests of nmobility of the aesophagus were carried out during the preliminary cesophagoscopy, and what criteria Mr. Tudor Edwards applied in judging whether the patient would be suitable for excision of the cesophagus.
A. TUDOR EDWARDS (in reply) said he did not think that there were any tests of mobility of the cesophagus before operation: it was usually rigid. The only criterion was to operate and see it.
N. F. MACLAGAN said that a liberal quantity of butter was now given. The patient had four eggs, four ounces of butter, two pints of milk, two ounces of glucose, and water to make up 60 oz., which was the total amnount she could take. That gave 2,300 calories. It was increased a little by giving more butter and more glucose. Her urine bad never contained acetone, and she had never passed less than 25 oz. of uirine a day.
Myxochondroma of the Nasopharynx.-A. LOWNDES YATES.
A girl, aged 14. First seen February 1934, when adenoids were removed and found to be of tough consistency. Microscopical section showed adenoid tissue. The adenoids recurred and were removed in September 1934; in June 1935 they again recurred. Microscopical examination showed myxochondroma. Since then the tumours have recurred again and now form small rounded masses in the left side of the, nasopharynx.
Discussion.-ALEX. R. TWEEDIE suggested that the origin of this growth might well be associated with the cartilaginous end of the Eustachian tube. He had shown a somewhat similar case in November 1912 (P'roceedings, 1912, 6, Sect. Laryng., 15; Journ. Laryngol. Rhinol. and Otol., 1913, p. 203) . In that case also, an operation for adenoids had been performed several times previously and on inspection of the nasopharynx no trace of adenoids could be seen, but a finger-like process extended from the left Eustachian tube, horizontally across the nasopharynx almost to the right side. When the mouth was opened under a general anaesthetic this process at once presented in front of the velum and was easily removed by a cold snare. Further examination showed that the growth consisted of twin-plates of cartilage separated by and surrounded with fibrous tissue, the whole being covered by a normal mucous membrane. No recurrence had taken place.
A. LOWNDES YATES (in reply) said he did not think that the growth in this case arose from the cartilage of the Eustachian tube, because when first removed it consisted of firm adenoid tissue, and recurred, and was again found to be adenoid tissue. It was pronounced by four pathologists to be a chondromyxoma. It was now steadily enlarging, and yet it did not seemn to be doing harm, nor, apparently, had it shown any signs of malignancy. The rounded masses were hard to the touch, but were freely mobile on the underlying tissue.
